To the Editor
We thank Drs. Wise and Frost for their letter about our article (December 2005). 1 We agree that the suboptimal length and pattern of the shifts may have played confounding roles in our study. There are large differences in physicians' working hours between Europe and the United States. The European Working Hour Directive limits physicians in training to work a maximum of 58 h/wk. 2 In the United States, the Accreditation Council for Graduate Medical Education limits the working hours of residents and fellows to 80 h/wk. 3 Compared to the traditional work hours in many teaching institutions in this country, our shift model represented a step forward. There are powerful drivers of change in organization and delivery of critical care in this country. Concerns for patient safety and the efficient utilization of limited resources are fueling a debate on critical care training requirements, accreditation, optimal staffing models, and sustainable work hours. 4, 5 Prolonged working hours compromise both patient safety and housestaff education. 6, 7 Drs. Wise and Frost also highlight the importance of 24-h intensivist staffing in order to improve patient outcomes.
Although such staffing is unlikely to be universally implemented because of the shortage of critical care providers, 8 their comment is well supported by several publications. 9 Indeed, we know that consultant presence at the bedside increased as a byproduct of our resident shift work trial. However, as already acknowledged, our study was likely underpowered to demonstrate beneficial effects on patient outcomes. In recognition of the importance of intensivist presence at the bedside, we have recently implemented an in-house shift model for consultants and hope to describe the impact of this new staffing model on patient outcome as well as housestaff education in the future. 
